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SWEDEN’S NEW HEALTH INSURANCE SCHEME 


DAG KNUTSON, M.D. 
President of the Swedish Medical Association 


Sweden has introduced a new and compulsory insurance 
system covering the whole population for sickness, indus- 
trial injuries, and motherhood. The principles of the 
scheme were accepted in 1946, but owing to financial and 
other circumstances its introduction was postponed. In 
the early spring of 1954, however, that year being a 
year of important elections, Parliament decided that the 
scheme should be introduced on January 1 of this year. 
As a number of questions involved in the new system 
remained unanswered, the time available was very short 
indeed. 

Before the start of the new scheme, voluntary sickness 
insurance was financially, as well as administratively, 
separate from the insurance against industrial injuries. 
Eligibility was governed by state of health, age, and 
annual income—though the latter two conditions had 
become less rigid and the age limit as well as income 
limit had been raised repeatedly. About two-thirds of 
the population had joined this voluntary insurance 
scheme in a comparatively few years and the percentage 
was steadily rising. Costs were covered by contributions 
from the insured, from the communities, the State, 
and employers. Total expenses (1951) were about 200 
million crowns (about £15m.), and of this amount 37% 
was spent on financial benefits, 8% on hospitalization, 
15% on refunding part of doctors’ fees, 5% on pharma- 
ceutical benefits, and 12% on administration. Eight per 
cent. was allotted to maternity benefits and children’s 
supplement. Industrial injury benefits, financially and 
administratively separate, were very much higher, and 
the evil effects of over-insurance had become noticeable. 
Under the new combined system sickness benefits have 
been increased in scope and value but compensation for 
industrial injuries has become lower. It remairi$ to be 
seen whether, from political reasons, this arrangement 


will last. Comparatively little has been said about thie, 
and the man in the street has up to now known as little 
about it. 

Benefits Under the Scheme 


Every Swede—and every foreigner living in Sweden— 
having attained the age of 16 has now to become insured. 
Children under 16 are automatically insured through their 
parents, generally the father. 

The benefits are as follows : 


(1) Medical benefit, which includes (a) payment towards 
cost of medical attendance, (b) free hospitalization, (c) pay- 
ment of costs incurred travelling to a doctor or hospital and 
back home, and (d) pharmaceutical preparations free of cost 
in certain cases, and at a discount in others. 

(2) Sickness benefit. 

(3) Maternity benefit. 


Medical Benefit . 

Reimbursement of the patient for costs of medical atten- 
dance is according to a schedule of fees. The patient receives 
a refund of three-quarters of the amount indicated if the fee 
is the same or higher than the tariff. If it should be lower, 
the patient gets three-quarters of the actual fee paid. The 
district doctors in rural areas, who for more than 200 
years have been paid partly by salary and in return for this 
had their fees tied to tariffs, will continue to follow the new 


tariff. Others are free to charge whatever fee they feel to 


be justified. Thus the law has not encroached upon this 
freedom of the profession so far. 

The principle of the new tariff of fees—but not the figures 
—has been put forward by the Swedish Medical Association 
and differs radically from the old idea of adding together 
individual and separately priced items. It is intended to 
form a basis for fixing the fees of the said district doctors, 
but also, in a more general way, to introduce a new system 
for reimbursement to patients from the sickness funds. 
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The new tariff of fees is divided into three main groups, 
scaled according to the type of service rendered. The first 
group includes uncomplicated services taking little time, or 
some simple service like re-dressing a wound or taking an 
albumin test. The second group includes an ordinary routine 
examination of a patient, such as is done on a patient's first 
visit to the doctor’s office, and further examinations. The 
third group includes services involving special techniques 
and those which are especially time-consuming. This group 
is subdivided into three for easier classification of the kind 
of service rendered. The doctor may not charge fees for 
services under more than one group of the tariff for any 
one consultation. If services are rendered which come under 
two or more groups, the fee is based on that of the highest 


group. 


Doctors not tied to any tariff—that is, all G.P.s other, 


than the rural district doctors, and all practising specialists 
—are supposed to evaluate their services on the same prin- 
ciple which underlies the schedule. This gives them a 
considerable freedom, but also a responsibility. 

The charges in the tariffs decided upon by the National 
Insurance Board are at a level which is supposed to corre- 
spond with to-day’s average fees in general practice, and at 
a level higher than the district doctor’s. As a result doctors 
in general, if not actually asked to adjust their fees to the 
reimbursement tariffs, are at least supposed to do so. The 
authorities have not found it possible, for the time being, 
to transform the medical profession into one within the Civil 
Service, but want on the other hand the closest possible 
relation between actual fees and reimbursement tariffs. How 
this will work out in practice it is, of course, too early to 
tell, but the general tendency has for a long time been 
evident—doctors have on the whole taken the reimburse- 
ment tariffs into consideration when they have set their 
fees, even under the old system with much lower tariffs. 


Hospital Benefit 

The insurance pays the costs for the insured person’s treat- 
ment in a general ward.oef his “home hospital.” If this 
institution for some reason cannot provide the treatment 
needed, the insurance pays for the patient in another hospital, 
though at the lowest possible rate only. If a patient wants 
to be placed in a private ward he has to pay the extra costs 
himself, and these are nowadays considerable, as costs of 
running a hospital bed have mounted to 50 crowns (about 
£3 15s.) or more a day. 


Travelling Costs 
The rules given for compensating travelling costs are com- 
plicated. In making a claim a patient has to declare that 
the main reason for the journey was to consult a doctor. 


» The patient must also travel by the cheapest means available, 


and that which his state of health allows him to use. He 
cannot take a taxi if he is fit to go by tram. For the first 
trip*to the nearest doctor the patient has to pay 4 crowns 
(about 6s.) out of the total cost himself, and for any further 
trip 1 crown (about Is. 6d.). Of any costs above these the 
insurance pays 75%. If the patient is so ill that he has to be 
accompanied by another person, also an object for the doctor's 
certification, the costs incurred thereby are refunded in the 
same way. If the insured person is sent by a doctor to the 
nearest hospital or goes there after having been called, for 
instance in order to be taken into the ward, all the travelling 
costs are refunded. On going home again the insurance pays 
the total cost minus 4 crowns, which the insured has to pay 


himself—and so on. 


The Swedish Medical Association has felt and is still feel- 
ing doubtful about the wisdom of all this, and nobody has 
really any idea what the cost will amount to. It may also 
be difficult for the doctor to refuse to endorse travelling 
expenses ; the patient, and especially his relatives, may be 
panic-stricken and make the choice of means of transpor- 
tation in perfect good faith before the doctor is seen, so the 
dilemma will often be his. : 


Pharmaceutical Benefit 

Specified drugs, arranged according to active Principles, for 
15 listed “ qualifying” diseases in need of Prolonged treat. 
ment—such as diabetes, pernicious anaemia, asthma, brop. 
chitis, heart failure, and various forms of cancer—are 
to be given free of charge. In prescribing these the doctor 
has to use a special form which the insured takes to the 
insurance’ office, there filling in another form, before the 
chemist can deliver the remedy. For any other remedy of 
a licensed nature—which in Sweden means that it is sold 
only at the licensed chemist’s shop—the doctor uses a different 
form and the patient has to pay the cost up to 3 crowns 
(about 4s. 6d.) himself, the State paying 50% of any cost 
above that amount. An extensive administration has been 
made necessary, and endless discussions about who should 
provide the unavoidable documents have been held, 

In practice this means, so far as the non-specified remedies 
are concerned, comparatively little to the insured. Statistics 


_ show that, out of 20 million prescriptions, over 7 million cost 


3 crowns or less, and another third less than 5 crowns (about 
7s. 6d.). 


, Sickness Benefit 


The daily sickness allowance is another complicated matter. 
Every insured gets a basic sum of 3 crowns daily. On top of 
this there is for all persons with a salary exceeding 1,800 
crowns (about £125) a year, but below 14,000 crowns (about 
£1,000) a year, an additional daily allowance graded in pro- 
portion to the size of the salary. Those earning 14,000 crowns 
or more have to pay extra contributions to insure themselves 
for an additional daily amount of 17 crowns (about £1 4s,), 
which, with the basic 3 crowns, comes to a total of 20 crowns 
(about £1 10s.). 

Three points should be stressed. First, after 90 days the 
daily allowance is cut down for all classes except the lowest. 
The man who starts with 20 crowns thus finds himself 
reduced to 12 (about 18s.). Secondly, this allowance is 
free of tax. Therefore, a persog who retains all or part of 
his salary during illness will suffer a deduction therefrom 
greater than the sum he receives as daily allowance from 
the insurance. Thirdly, during hospital care the daily allow- 
ance is reduced by 3 crowns, or, if this would mean more 
than half, just the half of it. Married women, students, 
and self-employed persons receive only the basic 3 crowns 
but may, up to certain amounts, voluntarily insure them- 


’ selves for additional daily benefits. 


The daily allowance is payable for one and the same 
disease for 730 days, which may be made up from periods 
added together if intervals are shorter than two years. For 
old-age pensioners, however, 90 days are set as the limit. 
If somebody has been working for more than two years at 
a stretch, slight and occasional illnesses not counted, a 
relapse into the old disease will be counted as a new affilic- 
tion. No daily allowance is paid for the first three days 
of a disease, with certain exceptions for relapses within 20 
days. Finally, a children’s supplement from 1 to 3 crowns 
is added, in proportion to the number of children in the 
family. 

Maternity Benefit 


The maternity benefit is composed of two parts. One 
covers medical costs in connexion with childbirth, the other 
is on principle similar to the daily item and can be paid for 
90 days to any woman who has an eraployment if she does 
not work during that period. All mothers receive, further- 
more, a special grant of 270 crowns (about £18), increased 
to 405 crowns if the birth is multiple, and may claim, for 
the 10 first days, about 2 crowns per day if there are 
children under the age of 10 years at home. 


General Considerations 


This,” then, is a condensed report on the new Swedish 
insurance system. New items of note are the allowance for 
travelling to and from doctors and hospitals, pharmaceutical 


Fes. 5, 1955 


SWEDEN’S HEALTH INSURANCE SCHEME 


SUPPLEMENT to THE 39 
BRIvISH MEDICAL JoURNAL 


tions in connexion with “ qualifying” diseases free 
t, and the State contribution for licensed remedies. 
The outstanding features of the new scheme are that it is 
compulsory and covers all the population. Previously exist- 
ing benefits have on the whole been increased in value, with 
the exception of those in connexion with industrial injuries. 

Especially costly will be the daily allowance. This, where 
jower-income groups are concerned, and taking into con- 
sideration the children’s supplement, will come dangerously 
near the point from which over-insurance starts. 


Who Pays? 

The reader will here ask how much the whole thing will 
cost, and who pays. Calculations—probably as reliable as 
they have been in other countries in similar circumstances— 
have come to a total of 816 million crowns (about £61m.), 
to which may have to be added some 20 or 30 million 
crowns (about £14m. to £24m.) for pharmaceutical benefits. 
It is estimated that 44% will be borne by the insured them- 
selves through contributions, 27% by the employers by 
adding 1.2% of their pay roll, and 29% by the State. 

Under the old system the average annual contribution of 
the insured was, in 1951, 38 crowns (about £2 17s.), but, of 
course, benefits were smaller and insurance against industrial 
injuries was not included. Under the new system every 
insured person will have to pay 25 crowns (about £1 17s.) 
annually for medical attendance, hospitalization, and 
travelling, and a further 50 crowns (about £3 15s.) for the 
basic daily allowance. Every salaried person will have to 
pay an additional contribution for increased sickness bene- 
fit in proportion to his income—in the highest group about 
100 crowns (about £7 10s.) or a little more—and this will 
come to somewhere in the neighbourhood of 200 crowns 
(about £15) a year. Non-salaried and self-employed people 
wanting to insure for extra sickness will have to pay 12 
times its value, and this will result in the highest group 
paying somewhere in the neighbourhood of 300 crowns 
(about £22 10s.). On top of this comes, of course, the 


of cos 


' patient’s proportion of the medical fee, travelling expenses, 


and medicine, and, finally, his contribution as a taxpayer. 
The latter item may be hidden somewhere in the tax papers, 
in the bottle or the packet of cigarettes, or, in fact, in every- 
thing else that leaves gold dust on the fiscal fingers. 


Professional Reactions 


- The Swedish Medical Association fought the plans up to 
the day of the final decision, mainly for three reasons. The 
first one concerned the psychology of compulsion in the 
field of social security, and its consequences. The second 
one derived its strength from the.fact that fields within the 
sphere of health care other than that of insurance sorely 
and urgently need what millions could eventually be made 
available. The third one concerned the certain increase of 
administrative work, which would come to weigh heavily 
on all concerned. 

The Swedish Medical Association has of course been 
studying the experiences of other countries, and the rela- 
tions between the medical profession and social security 
institutions where conditions seem to be at all comparable 
with those in Sweden; and it has not forgotten what the 
World Medical Association has had to say about medical 
aspects of social security. All this, together with practical 
experience already of extensive arrangements for the wel- 
fare of the people, created a scepticism whether the new 
system would contribute as noticeably to better physical, 
mental, and social well-being as it would towards an increase 
of costs—and demands. 


VISIT TO WEST AFRICA 


The secretary of the Overseas Committee, Dr. E. Grey- 
Turner, is to visit the three West African Branches of the 
Association in March. He is expected to be in the Gold 
Coast on March 4-5 and 8-10; in Sierra Leone on March 
6-7; and in Nigeria on March 11-19. 


GENERAL MEDICAL SERVICES COMMITTEE 


A meeting of the General Medical Services Committee was 
held at Headquarters on January 20, with Dr. A. Talbot 
Rogers in the chair. A tribute was paid from the chair to 
the late Dr. J. B. Miller. 

The CHAIRMAN mentioned, that he had been invited by the 
Council to represent the Association at the Australasian 
Medical Congress in Sydney in August, following the meet- 
ing in Canada, which would entail his absence from three 


‘or four meetings of the Committee. On the proposition of 


Dr. IL. Innes, seconded by Dr. Howie Wood, Dr. S. Wand 
was invited to be acting Chairman during that period. 


General-practitioner Institutional Midwifery 


The question of the Springfield Maternity Home, Black- 
burn, again came forward. The CHAIRMAN said that an 
interview had taken place with the Minister of Health, who, 
though obviously conversant with the background of the 
case and with the difficulties of general practitioners in 
the area who had been deprived of certain of their institu- 
tional maternity facilities, had indicated that he did not 
feel justified in overruling the decision which had been 
taken locally. He felt obliged to accept the position that 
beds could not be provided for this purpose in Blackburn 
itself without sacrificing very badly needed chronic sick beds 
or spending capital resources much more urgently needed 
for other purposes. But this did not mean any change of 
front on the part of the Ministry with regard to general- 
practitioner midwifery. 

A situation which had arisen at the Portwey maternity 
hospital, Dorset, was reported by Dr. J. A. PRIDHAM. 
Here, at the end of the war, a large obstetric department 
was opened, a specialist obstetrician and gynaecologist 
appointed, and the accommodation was such that every 


woman in the district who applied was freely admitted, the ° 


result being that general practitioners found that domiciliary 
midwifery had almost disappeared. The question of putting 
aside a ward for patients where they could be attended by 
their own general practitioners had been mooted, but objec- 
tions had been made by the hospital management committee, 
the idea being to keep the institution as a training school 
for Obstetricians and midwives. 

It was agreed at Dr. Pridham’s suggestion that a further 
approach should be made to the regional hospital board, 
and that the Deputy Secretary should visit the area on 
behalf of the Committee and give any assistance possible. 

On the general question Dr. G. P. WittiaMs said that 
local medical committees should be forewarned as to the 
possibility of the withdrawal of general-practitioner facilities 
in their area. Dr. WAND spoke on the need for co-ordination 


_ between local medical committees and hospital management 


committees and regional boards. 

In reply to a suggestion that all general practitioners on 
hospital management committees should be circularized on 
the subject the Deputy SECRETARY pointed out that this 
would have little effect, as they were always in a minority. 
He suggested that it be represented to the Ministry that, 
quite apart from the case of Springfield, they were very 
much concerned about the future, and desired the Ministry 
itself to communicate with regional boards to the effect that 
local medical committees should be consulted before any 
changes were contemplated in the provision of general-practi- 
tioner beds and services. It was agreed to proceed on these 
lines. 


Economy in Prescribing 

The proposed arrangements for distributing doctors’ pre- 
scribing statistics were discussed. These had been the subject 
of some general observations to the Ministry by the Deputy 
Secretary. It was pointed out that one adverse factor in 
arriving at a true picture was that in areas in and around 
London there was no guarantee whatever that patients would 
get their prescriptions dispensed in the area of the doctor’s 
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surgery. Some way must be found of getting much more 
accurate information for London. The arrangements pro- 
posed would be of value only in a self-contained town. 

It was agreed to bring to the notice of the Ministry the 
possibility of misleading impressions unless certain modifica- 
tions were made. 


Practice Vacancies 


A local medical committee transmitted the copy of a letter 
which had been sent at its instigation by the executive 
council to the Ministry of Health protesting against the 
decision of the Medical Practices Committee to approve the 
application of a practitioner to practise in the area. This 
practitioner had been locumtenent in a death vacancy for 
a period of four months; he had been an unsuccessful 
applicant for the vacancy, the filling of which was delayed 
by the withdrawal of the candidate first selected. The 
proposed address of the applying practitioner (the former 
locumtenent) was only one-third of a mile from that of 
the practice, and it was thought that this would have a 
harmful effect on the practice, which had a list of only 
1,600 patients. There were already eight doctors who had 
surgeries within one-third of a mile of the new doctor's 
proposed address. 

It was agreed to set up a subcommittee consisting of the 
Chairman and Drs. Arthur, Mathias, and Wand to consider 
all aspects of the problem raised, of which this was by n 
means an isolated example. 


Limited Lists 


It was reported that the Scottish Subcommittee had been 
in consultation with the Department of Health concerning 
difficulties which had arisen in the case of practitioners with 
limited lists. It appeared that a limited-list practitioner— 
say a school medical officer—who had even only one patient 
outside the establishment to which his limited list applied 
might be remunerated as an unlimited-list practitioner. Dr. 
SWANSON said that a solution proposed was that when a 
practitioner with a limited list had other patients in addition, 
and when the numbers on his limited list exceeded 25% 
of the total of both lists, he should for the purpose of 
remuneration be deemed to have two lists, one carrying the 
restrictions provided by the distribution scheme and the 
other subject to no restrictions. 

The CHAIRMAN said that in Scotland the Department of 
Health was prepared to agree to this. Was there a strong 
opinion that it should be taken up for operation in the 
rest of the country? Dr. Wanp considered that if this 
were done they might be opening a very wide door, and on 
balance, while he sympathized with the Scottish anxiety to 
put matters on a proper level, he thought it would be 


* unwise to make representations about it. 


On the motion of Dr. Wand, seconded by Dr. Hutchinson, 
it was agreed to take no action. 


Post-mortem Examinations 


The Annual Representative Meeting had referred to 
Council for consideration the opinion that arrangements 
should be made for a practitioner to have a post-mortem 
examination made by a consulting pathologist on any 
patient who was of particular clinical interest to the prac- 
titioner, the cost to be borne by a research grant of the 
National Health Service. 

Dr. A. B. Davies said that in the majority of cases with 
which he himself had dealt the post-mortem examination 
had been made at the request of the coroner, who had an 
interest overriding that of all other bodies—general prac- 
titioners, hospitals, police, etc. Many cases of clinical 
interest did come within the ambit of the coroner. A second 
large group were those within the ambit of the hospital— 
that is, cases of clinical interest in which the patient had 
died in hospital, and the registrar or consultant asked the 
consent of the relatives—which must be obtained and was 


rarely refused—for a post-mortem examination. A ¢; 
group consisted of ex-hospital cases with regard to whi 
the general practitioner if in doubt could ask the hospital 
authorities to conduct a post-mortem examination and 
certificate could be given in proper form without reference 
to the coroner. The fourth class of cases were those which 
had been attended by a general practitioner for a ti 
concerning which he could communicate with the coroner 
who would order a post-mortem examination, the cost to 
be defrayed from public funds, and again a certificate might 
be given without an inquest. The fifth class comprised cases 
in which relatives or executors might wish for a post. 
mortem examination, and here it was wise and a matter of 
courtesy to advise the coroner. Dr. Davies thought that 
practitioners who felt that there was some public value or 
clinical information to be derived from a post-mortem ex. 
amination should be able to obtain what they wanted 
through one of these channels. 

The CHAIRMAN said that this would be reported to the 
Representative Body. They did not feel that there was any 
large residual group where there was difficulty in obtaining 
a post-mortem examination or that there was need for any 
further regulation. 


W.M.A. and Social Security 


Dr. PripHaM, chairman of the International Relations 
Committee, brought forward a memorandum on the rela- 
tions between social security institutions and the medical 
profession. The memorandum had been prepared by the 
World Medical Association. He said that the W.M.A. had 
taken certain action with regard to doctors in European 
countries who thought that they were exploited under 
social security schemes. He hoped that the Association 
would give a considered reply in view of the outstanding 
experience of Great Britain in this field. 

Dr. WAND suggested a number of ways in which the 
document might be modified to bring it into line with the 


British point of view, and it was agreed that these modifica- — 


tions first be submitted to the B.M.A.’s International Rela- 
tions Committee for its comments, and then brought back to 
the General Medical Services Committee. 


Other Business 


Objection was taken to a clause in a development plan 
submitted by Birkenhead Borough Council in seeking an 
amendment of proposals originally made under Section 22 
(Care of Mothers and Young Children) of the National 
Health Service Act. This plan required a woman who 
desired to book a domiciliary midwife first to see the 
fnedical officer of the antenatal clinic and then to be 
referred to her own doctor and advised to consult him. 
Exception was taken to the suggestion that it should rest 


with the medical officer to advise on arrangements for the. 


confinement. The scheme interposed the domiciliary mid- 
wife between the patient and the doctor. It was agreed to 
inform the local medical committee of the objection to the 
proposed arrangement. 

Dr. Howie Woop brought forward the question of a 
circular which the Medical Practitioners Union had issued 
to assistant and trainee general practitioners concerning a 
proposed section of the Union which was to be inaugur- 
ated to look after’ their interests. It was stated in the 
circular that the professional organizations had failed, by 
and large, to see the problems of entry into general practice 
from the assistant’s point of view. Dr. Howie Wood thought 
it a pity, since the two bodies were working together in the 
Committee, that such a circular should have been sent out 
without an opportunity for its perusal by the Committee. 
Dr. CarDew, on behalf of the Medical Practitioners Union, 
said that it would not be fair to his organization to make 
a hurried reply. He undertook to consult his council about 
the representation which had been made, and it was agreed 
to place the matter on the agenda of a subsequent meeting. 


or 
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‘Among other matters considered by the Committee was a Stranraer; Airdrie; Bellshill; Larkhall; Motherwell ; 

orandum prepared by the Pharmaceutical Society con- Shotts; Bathgate; Linlithgow/Bo’ness; Kirkwall; John- 


cerning the accidental poisoning of children ; a dispute over 
the payment of temporary resident fees in a holiday camp 
in Wales ; various applications for the inclusion of appli- 
ances in the prescribed list ; and a draft E.C.L. on the treat- 
“ment of Service personnel on leave, revised after a meeting 
of representatives of the General Medical Services and 


private Practice Committees, the Ministry of Health, and 
the Service departments. 


National Insurance Defence Trust 


Sitting as trustees of the National Insurance Defence 
Fund, the members again considered, on a particular case, 
the use of the Fund for setting up financial arrangements 
to make possible the retirement from the service of aged 
and infirm practitioners whose means were straitened and 
against whom.in consequence of such age or infirmity com- 
plaints had arisen or were likely to arise. A resolution 
that the fund be used in this way was carried at the 1938 
Annual Conference but rescinded at the 1943 Conference. 

Dr. H. G. Dain said that in his view money should be 
used for this purpose. It was not a charitable purpose, but 
concerned the reputation of the service. He hoped the 
Conference would be asked to go back on its later decision, 
and to agree that some of the money—it would not be a 
large amount, and the need for it would disappear in the 
course of years—would be allocated for this useful service. 
Dr. F. M. Rose expressed a contrary view. The fund 
consisted of moneys collected for a particular purpose, not 
a charitable one. Medical benevolence should be the 
object of a separate fund. 

After a short discussion it was agreed that an endeavour 
be made to ascertain the number of such cases and the 
prospective liability, and to consider the matter again at a 
further meeting of the Trustees. 


SCOTTISH MEDICAL PRACTICES 
COMMITTEE 


SIXTH REPORT 


For the first year since the National Health Service started 
the average number of patients on doctors’ lists throughout 
Scotland has fallen below 2,000. The Sixth Report of the 
Scottish Medical Practices Committee. reviews the year end- 
ing June 30, 1954. It shows that at that date there were 
2,543 general-practitioner principals in Scotland compared 
with 2,503 in 1953 and 2,424 in 1952. There has been a 
steady trend towards partnership, and about 60% of doctors 
in 1954 were in partnerships of two doctors or more. More 
young doctors are being admitted as junior partners than 
are setting up on their own. 


Over 800 Applicants 
There were 26 vacancies during the year that were not 


partnership vacancies, These were filled after advertise- . 


ment, and over 800 applications were received. Commenting 
on this, the Report says: “Some applicants will, of course, 
have applied for more than one vacancy. An analysis of 
the advertised vacancies shows the average age of successful 
applicants during the year was 36, the range of ages being 
from 27 to 56.” 

The Committee has not classified any executive council 
area Or part of an area as being entirely closed to new 
doctors, since, in its view, each application for admission to 
a medical list should be considered in the light of circum- 
stances prevailing at the time of application. But many 
areas continue to be, in the Committee’s view, under- 
doctored. More doctors are needed in Cumnock /Auchin- 
leck; Irvine; Dumbarton; Burntisland; Cowdenbeath/ 
Glencraig/Kelty/Lochgelly/Cardenden ; Crossgates ; Cupar ; 


stone ; Renfrew ; Falkirk ; Polmont ; and Grangemouth. In 
these districts the average number of patients on doctors’ 
lists is 2,731. 

Doctors who are interested in setting up practices in any 
of these areas are asked to write to the executive council 


concerned. 
Goodwill Reminder 


The Committee draws attention to the fact that an ex- 
change of practices is one method of enabling an established 
doctor to move to another area, and if both executive 
councils approve of an exchange the Committee normally 
will not object. 

Those concerned in partnership agreements are reminded 
that the sale of goodwill is prohivited no matter how in- 
direct that sale may be. The performance of services for 
an unreasonably low return is deemed to constitute the sale 
of goodwill whatever the intention of the parties may be. 


Notes and News 


= 


The Minister has directed that £300 should be withheld 
from the remuneration of Dr. “ X ” because of his excessive 
prescribing. The Lancashire Executive Council had repre- 
sented to the Minister in this case that a deduction of £600 
should be made from Dr. “ X’s” remuneration (Supple- 
ment, November 20, 1954, p. 191). 


The Government Actuary in his first five-yearly review of 
the National Insurance scheme covering the period July, 
1948, to March, 1954, reports that injury benefits, which are 
the main item of expenditure, although of short duration, 
are keeping steady at about 750,000 a year and are unlikely. 
to increase much in the future. Before the National Insur- 
ance Act, 1954, raised the benefits, industrial injury insurance 
contributions were 14% less than was necessary in order to 
keep the scheme solvent. The increase in contribution rates 
which accompanies the increased benefits has been so com- 
paratively slight that the rates are now 18% below solvency 
level, and the Actuary predicts that the accumulated balance 
is likely to be exhausted by 1984. 


According to the Manchester Guardian the chairman of 
the Manchester Regional Hospital Board complained, at a 
meeting of the board, that information needed for replies 
to Parliamentary questions had to be obtained nearly always 
at very short notice over the telephone, and under great 
pressure. This was particularly so when detailed statistics 
were involved. He was commenting on a recent instance 
where the board had been asked by telephone in the morn- 
ing to supply information about tonsil and adenoid opera- 
tions and waiting-lists in Manchester by telephone the same 
evening to enable the Minister to answer questions in the 
House of Commons the next day. In order to do this the 
board’s officers had to get many figures affecting eight hos- 
pitals, and in the hurry errors were made by two hospital 
management committees and passed on by the board. 


The Royal Masonic Hospital is proposing to spend about 
£500,000 on building a large extension to the hospital 
premises, which will provide 80-90 extra beds. At the 
annual meeting of the hospital Mr. Justice Hilbery, who 
presided, said that it was hoped to start work on the exten- 
sion before the end of the year, and that it should be ready 
for occupation by the end of 1958. During recent months 
the waiting-list for the hospital has been about 600. Patients 
admitted during the year ended June 30, 1954, numbered 
2,685—185 more than the previous year. 


Extract from a regional hospital board agenda (reports of 
committees): “* Mr. 
ment area would be introduced for female patients in the 
very near future.” 


expressed the hope that a catch- . 
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TELEPHONE NOT REQUIRED 


SUP. 
pSUPPLEMENT 


TELEPHONE NOT REQUIRED BY TERMS 
OF SERVICE 


EXECUTIVE COUNCIL DECISION 


In a case heard before the Medical Service Committee of 
the London Executive Council recently the complainant 
alleged the failure of the respondent practitioner to visit 
and treat her daughter when so required. After hearing 
the case, the committee found the following facts: (1) 
That Dr. “ D,” acting as deputy for Dr. “C,” visited the 
8-year-old daughter of the complainant on June 9, 1954, 
diagnosed tonsillitis, and prescribed accordingly ; (2) that on 
June 11, 1954, the child’s condition worsened and the 
attendance of a doctor was necessary; (3) that the com- 
plainant did not wish to leave the child alone, and as the 
respondent practitioner had no telephone available to 
patients she was unable to call him by that means, and 
another doctor was asked to visit; and (4) that the com- 
plainant incurred expenses for medicine and treatment in 
respect of treatment provided privately by the doctor who 
attended on June 11. 

In view of conflicting statements by the parties, the com- 
mittee was unable to find that the practitioner did not com- 
ply with the terms of service. A general medical practitioner 
was not required by his terms of service to provide a tele- 
phone at his residence or surgery, nor, if he has a telephone, 
was he required to permit its use by persons on his National 
Health Service list. The committee decided to recommend 
to the executive council that there was no failure on the 
part of the practitioner concerned to comply with the terms 
of service for medical practitioners participating in the 
National Health Service. 

The London Executive Council at its last meeting agreed 
with this recommendation. . 


COMMITTEE ON HOSPITAL SUPPLIES 


Following a recommendation made in the report of the 
Central Health Services Council’s Committee on the Internal 
Administration of Hospitals, the Council has appointed a 
Committee on Hospital Supplies “to investigate and report 


- on the organization of all forms of hospital supplies, includ- 


ing their purchase, storage and issue, throughout the 
National Health Service.” 

The members of the Committee are: Sir Frederick Messer 
(Chairman of the Council), Professor Sir Henry Cohen (Vice- 
Chairman of the Council), Alderman A. F. Bradbeer, Mr. P. H. 
Constable, Sir Basil Gibson, The Hon. Sir Arthur Howard, 
Mr. F. S. Stancliffe, Mr. H. Lesser, Sir George Martin, Mr. T. E. 
Parker, and Captain J. E. Stone. 

Persons and organizations interested in the subject are 
invited to forward memoranda of evidence to the Secretary 
of the Committee, Mr. L. B. Jacques, Ministry of Health, 
Savile Row, London, W.1. 


Correspondence 


University Teachers’ Salaries 


Sir,—The forthcoming increase in salaries of university 
staff has raised interest once again in the discrepancies which 
are apparent in the remuneration of those whose work brings 
them into contact with both university and hospital. That 
the situation was causing concern was well seen at a recent 
meeting of the Full-time Non-professorial Medical Teachers 
and Research Workers Group Committee of the B.M.A. 
(Supplement, December 4, 1954, p. 213). This group is 
representative of both non-clinical and clinical teachers and 
of full-time medically qualified research workers whether 
employed by a university or by an independent body such 
as the M.R.C. Even within this group there are consider- 
able differences in remuneration between people with 


JOURNAL 
approximately equal qualifications and responsibility 
main result of these discrepancies, which invariably ; 
to a lower rate of remuneration than that obtainable Pas 
N.H.S., is an increasing difficulty in recruitment of Suitab 
personnel either for training or to replace those te 
trained who have moved to more remunerative i 
branches of medicine. ee other 

The young fit medical graduate must of necessity be 27 
years of age before he can begin his training in one of 
specialties. At this age he is not going to be greatly attracted 
by the commencing salaries offered by most university 
research posts. These posts are more and more being filled 
by non-medical graduates to whom, at the age of 22 or 23 
the remuneration is not unduly out of step with what the. 
can get elsewhere. It would be a pity if in the future most 
of the medical research work and preclinical teaching were 
to be in the hands of non-medically qualified workers and 
unless something is done to make the position more attrace 
tive this is likely to happen. Regarding the fully traineg 
established worker, no medical graduate wishes other than 
that remuneration should be of the same order for both 
medical and non-medical, provided the work done and the 
responsibility undertaken is of a similar standard am, 


etc., 


Newcastle-upon-Tyne, 1. IAN RANNIE, 


Research Workers Group." 


Assistants in General Practice 


Sir,—May I add my weight to the recent correspondence 
on the status and remuneration of the new entrant into 
general practice, for it seems that, in spite of the assistants’ 
obvious plight, there are still eyes that do not recognize 
the insecurity, exploitation, and professional subjugation to. 
which this branch of the medical profession is subjected. 

In my opinion the entrant into general practice should, in 
a well-balanced community, be able to expect a preliminary 
settling-down period or assistantship of approximately 12 
months, followed with a fair degree of certainty by a post 
in which he receives adequate and fair reward (sufficient to 
support a home, wife, and family), security of tenure, and 
scope to develop his own clinical judgment, ideas, and 
methods. It is obvious that few assistantships fulfil these 
requirements, but a junior partnership is much nearer the 
goal. Further, in order to maintain standards, I should say 
that in this partnership he should not be expected to look 
after more than 2,500-3,000 patients. This figure is now 
quoted by several authorities as being the maximum number 
that can properly be cared for.’ ? 

To return to the criteria of the second paragraph. The 
question of remuneration has been gone into extensively of 
late, and I need now only add another voice of protest 
against the action of the General Medical Services Committee 
on October 21 (Supplement, November 6, 1954, p. 169) in 
turning down the recommendation of the Assistants and 
Young Practitioners Subcommittee. In an attempt to be 
constructive I would suggest that the G.M.S. Committee 
reconsider and adopt, instead of rejecting, this motion. 


‘ Secondly, that as a long-term policy the whole capitation 


system should be geared to accent the attention given to 
individual patients rather than the collection of large lists. 
This could be done by an expansion of the principle of an 
extra fee for extra service—e.g., allow extra payment for, 
say, minor surgery in the same way that extra payment is 
made for obstetric care and anaesthetics. This would allow 
principals with moderate lists to be in a stronger financial 
position and encourage them to take partners without an 
addition to their lists. Thirdly, as an interim measure, the 
salaries of senior house officers should be on a par with 
those of an assistant in general practice (£850-£1,000 per 
annum without deductions for residential emoluments). 
This would make it possible for a married man with @ 
family to spend longer in hospital and encourage him to 
take postgraduate qualifications to diploma standard. It 
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p 


| 
| 

| 
_ |i 
| 


- 


Fes. 5, 1955 


CORRESPONDENCE 


SUPPLEMENT to THE 43 
BritIsH MEDICAL JoURNAL 


would also ease the shortage of hospital residents and absorb 
e of the excess assistants who are now drifting round 

As for the future, if it is assumed that ideally lists are 
between 2,500 and 3,000 and that there is ideal distribution, 
then how many more doctors can general practice absorb ? 
And at equilibrium after the ideal distribution has been 
reached how many more will be needed each year? How 
do these figures compare with the number of doctors 
qualifying each year ? If the standards mentioned earlier 
cannot be maintained for every graduate because even 
with ideal distribution there are too many of them, then 
we must know about it so that those unable to obtain a 

st in civilian practice in the U.K. may consider emi- 
grating, joining one of the armed Services, or joining the 
Colonial Service. I for one am no longer content to follow 

* 4 peripatetic existence as an assistant. If there is hope 
then let us strive to reach our ideals, but if there is none, 
either through excess numbers or lack of sympathy on the 
part of those in control, then let us abandon general practice 
as a career and go elsewhere.—I am, etc., 
Oxford. G. E. LANGLEY. 
REFERENCES 
1 Taylor, S. (1954). Good General Practice, chapter 16. Oxford University 


on.: 
2 Craddock, D. (1953). Introduction to General Practice, p. 20. Lewis, 


Sin—For some time I have been a persistent applicant 
for assistantships with a view to partnership, and I wonder 
whether I may bring to your notice one aspect of these 
applications. 

Despite a request for return of copies of testimonials and 
a stamped addressed envelope on each occasion, the appli- 
cations to private advertisers seem almost invariably to 
vanish into thin air. I have seldom received either acknow- 
ledgment of the application, notification of (presumptive) 
failure, or the return even of my stamp. This contrasts 
markedly with the kindness of the retiring principals of 
executive council vacancies, from whom I have always 
received prompt and helpful replies to my requests for 
information. Copies of particulars and testimonials pro- 
fessionally prepared may cost two shillings or more each, 
and it would seem only courteous to notify a candidate of 
possible success or certain failure without delay, and comply 
with a request for return of testimonials, if he has provided 
the means without extra work or expense to the advertiser. 


Applicants will wish to inform an advertiser if they are . 


no longer interested in the vacancy and must, of course, 
arrange appointments for interview at the principals’ con- 
venience, keep them punctually, be prepared to take and 
communicate firm decisions without delay, and stand by 
these decisions. It is difficult to notify a prospective em- 
ployer of withdrawal if one knows of him only as a “ box 
number” some weeks ago in a journal. To hold oneself 
free for interview at short notice indefinitely may be finan- 
cially impossible or disrupt an employer’s arrangements, 
and a firm decision is made more difficult by uncertainty 
whether an application for a more attractive-sounding 
vacancy has been rejected or the principal merely procras- 
tinating over short-listing. 

I would suggest that for the sake of good relations within 
the profession the maximum of courtesy should be exhibited 
between advertiser and applicant, even if it be shown only 
by early return of papers and duplicated rejection slips.— 
I am, etc., 

“Nit DESPERANDUM.” 


Ship Surgeons 

Sik—l should like to raise the matter through your 
columns of the employment by shipping companies of 
non-uniformed doctor holiday trippers in place of ship 
surgeons—a Merchant Service post which has been in exist- 
ence since the time of Drake—thus excluding from employ- 
ment the regular surgeon. The situation is satisfactory from 
one point of view only, that of the holiday tripper himself, 


and is justified from none. If shipping lines find it the 
easiest way to acquire a doctor this is offset by the dis- 
advantage to the master, who has virtually no control over 
his “surgeon,” and to the crew whom he has to treat free. 
A doctor dressed as a passenger will inevitably think of 
himself as a passenger and will act accordingly. Can one 
imagine any shipping company carrying a bookkeeper or 
accountant free or paid in return for his services as purser, 
or a telegraphist as a non-uniformed radio officer? Why, 
then, should the position of surgeon be treated with such 
casual offhandedness ? Is there any other profession that 
would permit the encroachment into it of the amateur 
(nautically speaking)? Would the Navy take any doctor 
for a cruise to look after the crew? The biggest lines do 
insist on uniform, but many do not. Again, the Merchant 
Navy surgeon is debarred from employment on _ the 
Australian run of at least three companies, the Blue Star, 
Port Line, and China Navigation Company. I. believe it 
is true to say that the first two never pay a surgeon but 
rely on doctors who want a free trip to the U.K. and back, 
and the latter uses Australian holiday trippers and pays them 
as much, and sometimes more, than it pays its regular 
surgeons retained for pilgrim ships. On the home line 
the Blue Funnel takes the holiday-maker and does not insist 
on uniform. 

Casual labour inevitably brings the profession of Merchant 
Navy surgeon into disrepute, propagating the idea that any- 
thing is good enough for the job. But there are many 
doctors anxious to make the sea a career. As the B.M.A. 
tends the interests of doctors in other spheres, is it not time 
it turned its attention to this problem ? A pool for surgeons 
might be formed to mutual advantage which would help 
eliminate the need of the holiday tripper and the retention | 
of doctors who have retired from practice and seek the 
social life and cheap gin of ships (and there are not few of 
these). Again, too, the stabilization of wages would help 
to encourage the surgeon to remain permanent. The dis- 
parity of rates is great, nor is it often in any way com- 
parable to shore wages. The lowest-paying line offers £45 
a month, the highest starts the surgeon at £57, second 
voyage £67, and third £72, thus making in one year a differ- 
ence of £27 a month in two shipping companies. Further, 
some lines refused the recent National Maritime Board pay 
award to their surgeons alone of officers out of their whole 
fleets, with the result that in at least one company the 
surgeon found himself (a 3-striper) paid less than the second 
mate (a 2-striper) who might or might not have a master’s 
ticket. 

The solution lies in the associated efforts of the National 
Maritime Board and the B.M.A. both for the benefit of the 
surgeon and for those whom he has to treat. At least three 
important points might first be dealt with: that rates of pay 
be stabilized as are those of other ships’ officers ; that no 
surgeon be employed on a ship without uniform ; and that 
any surgeon found drunk while at sea should be treated no 
less severely than is a watch-keeping officer in similar circum- 
stances. There is no other way that the status of the ship 
surgeon can be restored to its once-respected place from 
that of holiday tripper and the gin-drinking “Doc” of 
book and film.—I am, etc., 

MICHAEL DILLON. 


Sydney. Australia. 


Consulting-room Privacy 


Sir,—A disquieting practice is increasing in hospital out- 
patient departments. It is now common for consultants to 
have a stenographer with them in their consulting-rooms 
whose duty it is to take down the letters to general practi- 
tioners, and even in some cases the actual clinical notes 
themselves. Apart from decreasing the privacy of the 
consultation, it appears to me to be obnoxious to dictate 
a letter in front of the patient (surely frankness must 
suffer sometimes or harm be done), and even worse to 
dictate it in front of another patient: this does happen, 
incredible as it may seem.—I am, etc., 

D. G. WiLson. 


Bushey, Herts. 
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H.M. Forces Appointments 


REGULAR ARMY RESERVE OF OFFICERS 
ArmMy MeEpicaL Corps 

Colonel W. M. Evans, O.B.E., M.C., T.D., from Army Emer- 
gency Reserve of Officers, to be Colonel. 

Major (Honorary Lieutenant-Colonel) P. H. Shorthouse has 
ceased to belong to the R.A.R.O., on appointment to the Southern 
Rhodesia Territorial Force. 

ROYAL AIR FORCE 
agi, Grenmnetene J. C. Neely, C.B.E., Q.H.S., to be Air Vice- 
arshal. 

Group Captains D. A. Wilson, A.F.C., and L. M. Corbet, 
C.B.E., to be Air Commodores. 

Wing Commanders, S. R. C. Nelson, O.B.E., and J. B. Wallace, 
O.B.E., to be Group Captains. 

Squadron Leaders T. N. N. Brennan, D. S. Grant, and D. M. 
Keir to be Wing Commanders. 


Association Notices 


SCHOLARSHIPS IN AID OF SCIENTIFIC RESEARCH 


The Council of the British Medical Association is prepared 
to receive applications for research scholarships as follows: 
An Ernest Hart Memorial Scholarship, of the value of £250. 

A Walter Dixon Scholarship, of the value of £250. 

Four ordinary research scholarships, each of the value of £200. 

These scholarships are given to candidates recommended 
by the Science Committee of the Association as qualified to 
undertake research in any subject (including State medicine) 
relating to the causation, prevention, or treatment of disease. 

In addition, applications are invited for the award of the 
following research scholarship: 

The Insole Scholarship, of the value of £250, for research into 
the causes and cure of venereal disease. 

Each scholarship is tenable for one year, commencing on 
October 1, 1955. A current scholar may apply to be re- 
appointed for a further year, though no scholarship will be 
renewed more than twice. A scholar is not necessarily 
required to devote the whole of his or her time to the work 
of research, but may be a member of H.M. Forces or may 
hold a junior appointment at a university, medical school, 
or hospital, provided the duties of such appointment will 
not, in the opinion of the Science Committee, interfere with 
his or her work as a scholar. 

Applications for scholarships, including renewals, must 
be made not later than March 1, 1955, on the prescribed 
form, a copy of which will be supplied by the Secretary, 
British Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.1, on application. 

Applicants are required to furnish the names of three 
referees who are competent to speak as to their capacity 
for the research contemplated. 


A. MACRAg, 
Secretary. 


Diary of Central Meetings 
FEBRUARY 
8 Tues. General Practitioner Subcommittee, 
p.m. 
9 Wed. Private Practice Committee, 12 noon. 
9 Wed. Psychological Medicine Group Committee, 2 p.m. 
9 Wed. Public Relations Committee, 2 p.m. 
10 Thurs. Estates Committee, 10.30 a.m. 
10 Thurs. Subcommittee on Service Committee and Tribunal 
: Regulations, G.M.S. Committee, 2 p.m. 
11 Fri. Joint Subcommittee on Professional Secrecy, 


Public Health and Central Ethical Committees, 


11 a.m. 

11 Fri. Public Health Committee, 2 p.m. 

15 Tues. Amending Acts Committee, 2 p.m. 

17 Thurs. G.M.S. Committee, 10.30 a.m. 

18 Fri. Tuberculosis and Diseases of the Chest Group 
Committee, 12 noon. 


18 Fri. Overseas Committee, 2 p.m. 
Thurs Evidence Committee on Divine Healing, 10 a.m. 
Marcu 
2 Wed. 


Council, 10 a.m. 
8 Tues. Constitution Committee, 11 a.m. 


RITISH MEDICAL 


Branch and Division Meetings to be Held 


CHESTERFIELD Division.—At Walton Sanatorium 

Friday, February 11, 8.45 p.m., meeting. T ‘ erfield, 

ROYDON Division.—At 43, Wellesley Road, C 

day, February 8, 8.30 p.m., general meeting. Aden h 

Samuel Oram: “ Some Recent Advances in Cardiological ‘ 

ment.” 


ENFIELQ AND Potters Bar Division.—At St. Michael’s Hospi 
tal, Chase Side Crescent, Enfield, Wednesday, 3! 9, 8.15 
E. 


Ridge: “The Doctor's Bag”; and (5) Dr. A. Coady: “The 
RIMSBY Division.—At Scartho Road Infirmary, Gri bs 
EC 


Ritter: “The Problem of Eczema.” 
in the area of the Division are invited. 

GuiLprorp Division.—At Royal Surrey County Hospital, 
Guildford, Thursday, February 10, 8.30 p.m., meeting. Dr, M 
Ball: “ With Sir Edmund Hillary in the Himalayas.” ‘ 

Henpon_Diviston.—At Hendon Hall Hotel, London, N.W 
Tuesday, February 8, 8.45 p.m., meeting. Mr. S. H. Wass: 
“Chronic Pain in the Right Iliac Fossa.” : 

KENSINGTON AND HAMMERSMITH Division.—At St. Charles's 
Hospital, Ladbroke Grove, London, W., Friday, February 1] 
3.30 for 4 p.m., clinical meeting. 

LEICESTERSHIRE AND RUTLAND BRaANcH.—At Grand H 
Leicester, Saturday, February 12, 7.30 for 8 p.m., dinner-dance. 

METROPOLITAN COUNTIES BRANCH.—At B.M.A. House, Tavi- 
stock Square, London, W.C. Monday February 7, 5 p.m., meet- 
ing. Lecture by Sir Arthur Porritt : * The Olympic Games.” Al] 
senior students and recently qualified practitioners are invited, 

MONMOUTHSHIRE Division.—At Westgate Hotel, Thu , 
February 10, 7.30 for 8.15 p.m., annual chairman’s dinner. Mem- 
bers are invited to bring wives and friends. ; 

NortH Mippiesex Diviston.—At North Middlesex Hospital, 
Silver Street, Edmonton, E., Tuesday, February 8, 8.30 p.m, 
meeting. Paper by Dr. Macdonald Critchley: “ The Revaluation 
of Oscar Wilde’s Guilt.” Dr. Critchley will also show his collec. 
tion of Wildeana. Members of the Division are invited to take 
one or two guests. 

NortH Starrs Division.—At Grand Hotel, Hanley, Tuesday, 
February 8, 8 p.m., supper meeting. Talk by the Lord Bishop 
of Lichfield, The Rt. Rev. A. S. Reeve: “* Some Thoughts on the 
National Health Service.” ; ; 

Reicate Division.—At Redhill County Hospital, Tuesday, 
February 8, 8.30 p.m., meeting. Lecture-demonstration by Dr. 
A. A. Mason: “ The Use of Hypnosis in Medicine.” 

ScarBorouGH Division.—At Scarborough Hospital, Thursday, 
Peg 10, 8.30 p.m., meeting. Mr. R. W. Nevin: “ Ulcerative 

colitis.” 

SoutH-east Essex Diviston.—At Southend General Hospital, 
Wednesday, February 9, 8.30 p.m., meeting. Film and address by 
Professor [an Aird: “* Conjoined Twins.” 

SoutH Essex Division.—At Oldchurch Hospital, Romford, 
Friday, February’ 11, 9 p.m.; meeting. Annua! B.M.A. Lecture 
by Dr. Melville D. Mackenzie: “‘ World Health Organization,” 

SouTH-west Essex Division.—At Connaught Hospital (new 
Out-patient Department), Orford Road, Walthamstow, E., Wed- 
nesday, February 9, 8.30 p.m., meeting. Annual B.M.A. Lecture 
by Dr. J. Smart: “ Carcinoma of the Bronchus.” 

SUNDERLAND Division.—At Royal Infirmary, Sunderland, Fri- 
day, February 11, 8 p.m., address by Dr. A. W. Woodruff: 
Management of Tropical Disease in Britain.’ 

TEES-SIDE BRANCH.—At Memorial Hospital, Tues- 
day, February 8, 7 p.m., clinical meeting. : 

TUNBRIDGE Wetts Division,—At Sevenoaks Hospital, Wed- 
nesday, February 9, 8.30 p.m., clinical meeting. 

West SuFFoLK Division.—At Everard’s Hotel, Bury St. Ed 
munds, Tuesday, February 8, 8.30 p.m., annual meeting. 


S.H.M.O. Meeting 
A meeting of Senior Hospital Medical Officers in the North-east 
Metropolitan Region will be held on Tuesday; February 8, at 
7 p.m. at the Finsbury Health Centre, Pine Street, E.C. 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization : 
Metropolitan Borough Councils ——Fulham, Southwark. 
Non-County Borough Councils.—Crewe. 
Urban District Councils —Houghton-le-Spring. 


> 


East Kent Drtvision.—At Chez mestng 
Way, Herne Bay, Thursday, February 10, 7.30 p.m.,” dines: 
8.45 p.m., “Management of Pain.” Speakers Mis, 
Jean R. C. Burton-Brown, Dr. D. G. Sheffield, Mr. P. R. Wright 
) Dr. R. Wylie Smith, and Mr. W. E. C. Wynne’ t, ‘ 
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